land) has called attention to the inexactitude of location as "so many inches from the anus." In reality the levator ani determines the position of the fixed and moveable rectum, the one uncovered and the other invested with peritoneum. The fixed rectum is of variable length under different conditions. Taking one of the fixed valves it is found to be capable of a range of movement of two to three inches. It is therefore obvious that some convenient topographical subdivision of the rectum is urgently needed, and perhaps this will be ultimately based on the relationship of the rectal valves.
A proctoscope of four inches length may be conveniently used, the rest of the rectum being inflated in the genu-pectoral position. A special chair has been introduced for putting the patient passively in such a position. The To do this a speculum should be passed, under anaesthesia if necessary. The wound should be carefully cleansed and then probed to determine if it has passed beyond the rectal wall. When perforation is discovered laparotomy ought to be performed as soon as possible, the' patient being in the Trendelenburg position, and the viscera turned out into warm cloths. The prognosis, however, is bad, the mortality, even after operation, being over 30 per cent.
In the report of a clinical lecture by H. G-. Howse,3 he advocates very early incision into ischio-rectal abscesses, owing to a great tendency to gangrenous inflammation from the intensity of the process. An abscess due to an ulcer high in the rectum may form above the level of the levator ani. 
